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showed normal. On echocardiography, left ventricular ejection frac-
tion was 62% with normal regional wall motion. Computer tomogra-
phy of coronary artery obviously showed a stent fracture in the mid
segment(Figure 3A), but the LIMA graft was not clearly visualized.
[INTERVENTIONAL MANAGEMENT]
Procedural step. Another coronary angiography showed a stent fracture
in mid portion of the stent associated with a huge coronary aneurysm
(Figure 3B), and the LIMA graft was totally occluded(Figure 4). Intra-
vascular ultrasound(IVUS) measured themaximal diameter of aneurysm
was 6.2mm,about triple diameter of adjacent normal segment of
artery(Figure 3C). IVUS also revealed discontinued sound shadow of
stent struts and conﬁrmed the stent fracture(Figure 3D). Echo lucent“half
moon” phenomenon was detected in the stent segment which indicated
myocardial bridge (Figure 3E ). We didn’t give any intervention to this
patient but advised him to take long term dual anti-platelet therapy.Case Summary. Were commend that myocardial bridge should not be
treated with intracoronary stenting. Besides stent thrombosis, reste-
nosis and coronary artery rupture, intracoronary stenting in myocar-
dial bridge might cause stent fracture and aneurysm which might
induce disastrous consequence. The risk of stent fracture leading
tostent thrombosis should be considered when assessing the risks and
beneﬁts of coronary revascularization of a myocardial bridge.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. 01450536
Relevant clinical history and physical exam. This is 60’s female known
history of diabetes mellitus, dyslipidemia and hypertension on
medication since 10years. She had taken the operation for breast
cancer on 2005. She had been taken the hemodialysis (HD) for end
stage renal failure due to diabetic nephropathy from March 2014. She
complained of chest pain during the hemodialysis.
Relevant test results prior to catheterization. Her ECG showed normal
sinus rhythm, no Q wave and no signiﬁcant ST-T change. Her chest X-
ray showed cardiomegaly. Her UCG showed that no asynergy, good
left ventricular systolic function and no valvular disease.
S344 J O U R N A L O F T H E A M E R I C A N C O L L E G E O F C A R D I O L O G Y , V O L . 6 5 , N O . 1 7 , S U P P L S , 2 0 1 5Relevant catheterization ﬁndings. We performed coronary angiogram
(CAG) on April 2014. It showed that diffuse severe stenosis in left
anterior descending artery (LAD) and severe stenosis in proximal right
coronary artery (RCA). So she underwent for percutaneous coronary
intervention (PCI) to LAD. We implanted 2 drug eluting stents (DES) to
LAD. Even after the procedure she still had chest pain during HD.[INTERVENTIONAL MANAGEMENT]
Procedural step. We performed staged PCI to proximal RCA on June
2014. We inserted 6F sheath from right femoral artery. We used the
SAL1.0 6F guiding catheter without side hall. We took the control
angiogram for RCA PCI from LAO view. It was not any happen at the
1st shot. Then we took the 2nd shot without the guiding catheter
pressure down. But the RCA was dissected during the 2nd shot
because of the guiding catheter injury. This dissection proceeded till
RV branch and the right cusp of aortic valve. We could cross the SION
wire to RCA distal. We checked the intravenous ultrasound (IVUS), it
showed that IVUS catheter was into the true lumen. There are double
barrel image with true lumen and pseudo lumen from proximal RCA
to RV branch. We implanted 2DES from ostium RCA to mid RCA by
the IVUS marked without any contrast dye shot. Then we checked
the IVUS again, it showed that these stents were fully covered at
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stent. Then we took the ﬁnal angiogram. We could get the good blood
ﬂow to the RCA distal. After these procedures chest CT showed that
the dissected right cusp of aortic valve did not proceed. She could
discharge from our hospital 5days after PCI.Case Summary.
Summary:
It was occurred the RCA dissection made by the guiding catheter
injury. We concerned about the advance of the coronary artery
dissection by the contrast dye shot, so we performed the IVUS guided
PCI.
Conclusion:
We could bailout the RCA dissection made by the guiding catheter
injury under the IVUS guided PCI. IVUS guided PCI is useful of PCI for
coronary artery dissection like this situation.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. S.Y
Relevant clinical history and physical exam. A 77-year-old man was
admitted for asurgical treatment of acute type A aortic dissection. The
entry tear was located in the ascending aorta proximal to brachioce-
phalic arteries and the surgical replacement of the ascending aorta
was performed. One day after the surgery,his hemodynamic status got
unstable and ventricular arrhythmia occurred frequently.
